was mobilized via a standard parotidectomy approach. Upon identification of the Stensen duct, it was clear that the duct would have to be segmentally resected in order to remove the tumor en bloc (figure 2). The infiltrative nature of the mass suggested malignancy, and ductal resection was deemed necessary for adequate margins. Therefore, the tumor and duct were resected and the duct was reanastomosed using a standard microvascular technique. The facial nerve was identified and preserved.
Pathology was consistent with adenoid cystic carcinoma (1.5 em) without perineural or angiolymphatic invasion. The patient was referred to radiation oncology for further evaluation and treatment. She recovered well, with no sialocele or salivary duct obstruction or sialadenitis.
OZKIRI$
The head is a common point of contact for electrical shocks, and patients may exhibit burns there as well as neurologic damage. Cataracts can develop in approximately 6% of patients who have sustained an electrical injury, and therefore they should be suspected whenever an electrical shock has occurred in the vicinity of the head." Cataracts may arise immediately or shortly after the accident, but they more typically begin to appear months after the injury. Visual acuity and fundus examinations should be performed at presentation or as soon as practical for documentation.
Tympanic membrane rupture is not common after electrical injuries; when it does occur, it may be caused by a shock wave'sdirect burn or by a basilar skull fracture. Although most patients recover without serious sequelae, disruption of the ossicles and mastoid bone may occur, as well as cerebrospinal fluid otorrhea, hemotympanum, and permanent deafness."
Although most low-voltage electrocutions result in minor ephemeral complications, the case presented here was marked by unilateral sensorineural hearing loss and facialparalysis.The patient's recovery after treatment with steroids can lead us to believe that the mechanism that produced these sequelae was the damage to the central nervous system caused directlyby the electricity itself.To the best of the author's knowledge, this is the first report in the literature of a resolution of unilateral sensorineural hearing loss and facial nerve paralysis caused by a lowvoltage electrical shock. Lesions in the area of the masticator muscle may arise from any number of the soft tissues of the face, including skin, lymphatic, adnexal, neural, and salivary structures (i.e., the accessory parotid gland).' In this case, the location of the tumor and the patient's symptom of pain were suggestive of an accessory parotid gland malignancy.
Operative concerns in cases of accessory gland tumors differ from those of the parotid gland. Specifically,there isless concern about facial nerve injurybut more concern about injury to the Stensen duct.' While malignancies of the accessory parotid gland are rare, when they do occur they jeopardize ductal integrity. Surgical planning mandates thoughtful attention to the possibility of ductal ligation and reanastomosis to achieve control of the tumor."
In this case, ligation and reanastomosis were performed in order to remove the tumor in its entirety, with the presumption of malignancy despite a negative FNA. Reanastomosis can be a challenging undertaking but one that must be performed in cases of confirmed or suspected malignancy when ductal involvement is observed.
